A rare case of multiple small intestinal stromal cell tumours is described in a 79 year old woman who presented with melaena and anaemia. At surgery, about 40 lesions were noted on the serosal surface of the small intestine, the largest of these tumours being located in the midjejunum. This lesion showed central necrosis and haemorrhage with a sinus opening into the jejunal lumen. Histological examination of this jejunal tumour showed epithelioid and spindle shaped cells. A smaller biopsied tumour was a pure spindle cell lesion. Both lesions fitted the criteria for benign stromal cell tumours. Although skenoid fibres were identified, the immunophenotype was characteristically heterogenous. Multiple benign small intestinal tumours can raise the spectre of metastases when seen at surgery, although their presence in this case does not seem to indicate this. (J Clin Pathol 1993;46:869-871) 
In keeping with previous reports, these tumours displayed a heterogenous immunophenotype. At both the light and electron microscopic levels, both lesions contained the recently described skenoid fibres, a newly recognised neurogenic spindle cell tumour marker.9 Skenoid fibres have been found in stromal tumours arising from the small intestine but not from other parts of the gastrointestinal tract and this has led to the hypothesis that small intestinal stromal tumours may be a unique group of tumours derived from neurogenic tissue.9 Neurofibromas also contain skenoid fibres,9 but the histological appearance and absence of axons in the current tumour, together with an absence of the clinical features of von Recklinghausen's disease, precludes a diagnosis of neurofibromatosis. These lesions could also represent a rare tumour analogous to leiomyomatosis. Such a case of leiomyomatosis involving the small intestine and colon has been reported,'0 but in contrast to the current case, the tumours were diffuse intramural masses of smooth muscle cells which originated in the muscularis propria and muscularis mucosae and were unreactive immunohistochemically for vimentin, actin, and S-100.
The pathogenesis of multiple tumours is a matter of conjecture and most likely due to a field effect, with different tumours growing at different rates accounting for the disparity in size. The hormonal influence in the aetiology of multiple uterine leiomyomas is well known but does not seem to have a similar role here. Furthermore, the histogenesis of the intestinal lesions may be very different.
Although there have been previous reportsl4 of patients with multiple stromal cell tumours in the small bowel, the details in these reports are very limited. Additionally, the classification of these tumours and the criteria for the differentiation between benign and malignant lesions have changed since these reports. Starr and Dockerty4 cited four cases of multiple tumours, two labelled as leiomyomas (0 mitoses/10 high power fields) and two as leiomyosarcomas (1 mitosis/10 high power fields). Under the current criteria for the differentiation between benign and malignant lesions, the two labelled as leiomyosarcomas would now probably be classified as benign. River et al listed seven cases.3 Three of these were myomas and involved the entire small intestine. Two cases were fibromas, one of which involved the entire small intestine and the other showing 15 to 20 lesions within the jejunum and ileum. The final two cases were classified as neurogenic tumours involving the entire small intestine. The more recent reports presented individual cases in slightly greater detail.' 2 Han and Aldrete described the case of a 54 year old man who presented with a gastrointestinal bleed and was found to have multiple pedunculated or sessile leiomyomas with cystic degeneration, haemorrhage, and infarction.2 Most of the tumours measured 2-3 cm in maximum dimension with the largest measuring 8 cm. Allen described a 60 year old man who presented with melaena and anaemia and was found to have two intraluminal leiomyomas in the jejunum, one measuring 6 x 8 cm and the other 2-5 x 2-0 cm.' Depending on the histological picture, the 8 cm lesion could, under some classifications, fall into the malignant category.
In conclusion, the real contention in stromal tumours is the distinction between benign and malignant. Histogenesis is a secondary factor that probably does not influence the behaviour. Clinicopathological correlation is required; no one histological variable can be reliably used, and histogenesis is inconclusive using immunohistochemical staining. The role of skenoid fibres in determining histogenesis points towards a neurogenic origin.9 This paper highlights the occurrence of multiple benign small intestinal tumours (most of which are asymptomatic), and which, at operation, can be worrying to the surgeon by raising the possibility of metastases.
